Urethral, Ureteric, and Prostatic Calculi.-JOHN SANDREY, F.R.C.S. History.-The patient, a male aged 53 years, developed a perineal abscess in November. 1935 . This was incised, and he was discharged from hospital two months later with a perineal fistula. At this time a mass was noted in the perineum but was thought to be scar-tissue and no further urinary investigation was carried out. For three years previous to this there had been slight scalding on micturition, but no other urinary symptoms. The patient said he had always passed a good stream and had never noticed any difficulty. There was no history of venereal disease.
Shortly after discharge from hospital he had an attack of right pyelitis which lasted for three weeks. The perineal fistula showed no tendency to close, and he was referred to Saint Peter's Hospital in February 1936.
On examination.-An indurated urethral fistula was present, opening in the mid-line at the peno-scrotal junction. About half the urine passed along the fistula at each act of micturition but there was no incontinence. A stony-hard swelling, the size and shape of a hen's egg, could be felt in the midline immediately distal to the fistulous opening. Crepitus could be elicited in the posterior part of the swelling, and there was a grating sensation on passing a urethral bougie. A urethroscope was obstructed two inches along the urethra, and the distal end of a large whitish calculus could be seen. Investiqations.Uri'ne: Turbid, alkaline, and containing a small quantity of pus and blood. Films showed triple phosphates and Gram-positive cocci. Blood urea 51 Mgm.%.
A skiagram showed a large rounded shadow in the urethra, a mass of irregular shadows in the region of the prostate, and a laminated oval shadow in the pelvis, just below and internal to the right sacro-iliac joint ( fig. 1 ). A lateral view showed the oval contour of the urethral shadow and several smaller shadows posteriorly (6g. 2). Operation (9.3.36).-External urethrolithotomy and ureterolithotomy. Urethra markedly dilated, but mucosa normal. No. 10 F bougie easily passed above the ureteric calculus from the bladder. Neither stone had caused complete obstruction.
The calculi: (1) The ureteric calculus weighs 16-5 grm. The cut surface showed alternate layers of white and light-brown rings ( fig. 4 ). It is composed of oxalates and a trace of phosphates.
(2) The urethral calculi, one large and three small, together weighed 48 * 5 grm. The nucleus of the larger calculus (fig. 5 ) is composed of oxalates with a trace of ammonium urate. The remainder is composed of phosphates and a trace of oxalates. COMMENT Large fixed urethral or ureteric calculi are usually silent, and may exist for many years without symptoms. This is due to the remarkable facility with which these urinary channels undergo dilatation, so that there is rarely marked obstruction to the flow of urine, however large the stone. Complete obstruction in the region of a stone is always caused by spasm, and only occurs with a movable calculus. The first indications of disease are usually due to superadded infection resulting either in symptomless pyuria, attacks of pyelonephritis, or, in the case of urethral calculus, peri-urethral suppuration.
Infected Hydronephrosis in a Horse-shoe Kidney.-EDGAR FRESHMAN,
The patient, a single woman aged 48, soon after dilatation and curettage with removal of a small necrosed uterine fibroid two years ago, had an attack of acute pyelitis, beginning with painful and frequent micturition and a high temperature.
No pain in either loin. Since then there have been urgency and increased frequency of micturition, both diurnal and nocturnal. Urine always cloudy, and at times thick. No hbematuria, no abdominal symptoms, and no pain in either loin. General health fairly good. Some years ago the patient complained of backache; she was told that she had a movable kidney, and for this a belt was prescribed. She dispensed with this at the end of six months, as the symptoms had then disappeared.
I first saw her a month ago. Although she is fairly well covered, I thought I could feel a movable right kidney, and the lower pole of a possibly enlarged left kidney. The urine contained pus and gave a copious pure growth of Bacillus coli.
Cystoscopy showed a moderate degree of chronic trigonitis, with inflammatory cysts at the internal meatus. Right ureteric orifice normal; left raised, and contracting spasmodically at long intervals. Intravenous indigo-carmine appeared in good concentration from the right side in six minutes, but none was seen from the left side after fifteen minutes.
In the plain skiagram ( fig. 1 ) it can be seen that both renal shadows are abnormally near the mid-line, and overlap the psoas muscle. The left, which is the most easily seen, is enlarged, with a vertical inner border; this suggests the enlarged left side of a horse-shoe kidney, whose isthmus is narrow and contains little renal tissue, as the lower end of the shadow on this side can be made out, which is not the case when a broad band of connecting renal tissue is present. There is sacralization of the body of the 5th lumbar vertebra.
The intravenous pyelogram confirms the diagnosis of a horse-shoe kidney, with inward rotation of the lower calyces, which extend towards the vertebral column.
In the five minutes' film the same details of the left renal shadow can be seen; both sides are functioning well. There is some dilatation of the calyces on the left side.
